aroused by anti-V.D. propaganda. Like Macalpine they found venereophobia to be associated with a wide range of psychiatric disorders. Out of 76 consecutive psychiatric referrals, 32 patients in nine different diagnostic categories, most commonly endogenous depression, had a phobia of venereal disease as their most prominent symptom.
Present findings
The present report reviews the findings in forty new cases (29 men and 11 women) referred for psychiatric opinion over a period of 16 months. This is a minute fraction of all new patients seen during this time at James Pringle House: approximately 0 35 per cent. of the men and 0 3 per cent. of the women. The age range, marital status, nationality, and venereological diagnosis of the patients (Tables I, II, III, and IV) are closely similar to those of the total population attending the clinic. T Kenyon (1965) . But patients appear in venereology clinics for whom this still seems the best descriptive diagnosis and who do not appear to have any accompanying disorder. Thirdly, two married male patients were seen complaining of symptoms after intercourse, usually referable to the abdomen or gastrointestinal tract, which were thought to be functional in origin. These symptoms were used as a reason for avoiding intercourse, and were comparable to some cases of dyspareunia in women; in both there were underlying marital problems, but the presenting complaints had become so much the focus of attention and taken both patients to so many doctors in search of a physical cause that the descriptive diagnosis of 'post-coital symptoms' has been given.
Of the fourteen men with personality disorders, twelve were homosexuals though not all were seeking help for their sexual orientation. The two men with anxiety states were also homosexual, both in an acute state of anxiety about their abnormality.
The immediate outcome and disposal after psychiatric referral are shown in Table VI propaganda as the main cause of their fear, and though the authors appeared to agree with the patients that this was an important factor, they expressed surprise that this should be so when the prognosis for venereal disease is so good. An alternative explanation is that guilt and anxiety about sexual activity and phantasy and even a wish for punishment make some people far more susceptible to such fears than others. This is also suggested by the finding of Macalpine (1957) that, although all her patients gave a history of exposure, this was delusional or fictitious in half the cases.
Similarly, the two cases of suicide referred to by Kite and Grimble as examples of the consequences of fear of venereal disease have an alternative explanation; both appear to have been cases of depression with hypochondriacal fears about venereal disease as part of the content of the mental state. These two cases were among four reported in three letters to the British Medical Journal (Thyne, 1961; Dawid, 1961; Faull, 1961) , all in ex-servicemen who developed fears of venereal disease despite repeated negative results to examinations. In the two cases reported by Thyne the fears began when the patients' children developed respiratory infections which they thought to be the result of inherited syphilis. Three of the four patients committed suicide. On the available details a more probable psychiatric explanation is that all these patients developed severe depressive conditions and that the fear of venereal disease was part of the content of the illness rather than its cause. Kite and Grimble's finding that venereophobia was commonest in cases of endogenous depression supports this view.
Venereologists often suggest that depression occurs as a response to the diagnosis of venereal disease. Thus Seale (1966) observed that the emotional reaction of wives of male patients with gonorrhoea was greater when they knew the diagnosis than when they did not. This reaction is readily understandable because of the implications of the diagnosis in terms of the husband's infidelity. However, Seale generalizes from the reactions in contacts to the reactions in patients themselves and regards Kite and Grimble's statement that many of their patients had no previous psychiatric history as evidence supporting his view that the emotional disturbance is a reaction to the diagnosis of venereal disease. But since 87 per cent. of their patients had no venereal disease, this surely could not be so. My own view would be that, whereas some patients will certainly become depressed following on learning the diagnosis, particularly because of the implications of infidelity within a relationship, others who come to V.D. clinics become depressed de novo and develop fears of venereal disease just as severely depressed patients may develop ideas of unpleasant diseases in other systems; most cases of suicide associated with venereophobia probably belong to this latter group.
As already mentioned, only one patient pursued the offer of further help by psychotherapy or behaviour therapy, so that the expectation that there might be a large number of patients with sexual problems, particularly homosexuals, wanting further help, which would be difficult to arrange, did not materialize. Of the fourteen male homosexuals seen, two were in an acute anxiety state about their sexual orientation, but when this anxiety resolved with drugs they did not want further help. Three were referred for psychotherapy and three for behaviour therapy, but only one of the latter pursued it. At the time of referral two were emerging from a period of promiscuous homosexual activity and were already establishing satisfying heterosexual relationships; they wanted reassurance that their homosexuality had not been something innate that would inevitably recur. One was under treatment elsewhere and another failed to keep a second appointment. This experience confirms the finding of Fluker (1966) If the true incidence of psychiatric disturbance is as low as 0 3 per cent., this is very different from the picture seen in general hospital out-patient clinics (Culpan, Davies, and Oppenheim, 1960) 
